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Introduction
Ovarian fibromas are the most common solid primary
tumors of the ovary but are often found incidentally in
the perimenopausal period. Bilateral involvement and
ascites are found in 3–10% and 10–15% of cases with
larger lesions, respectively. Ovarian fibromas are be-
nign neoplasms that arise from the stromal connec-
tive tissue of the ovary and constitute 4% of all ovar-
ian neoplasms. We report a case of a twisted ovarian
fibroma with ascites and mild pleural effusion which
was removed through the vagina under laparoscopic
assistance.
Case Report
A 45-year-old female who had suffered from intermittent
low back and pelvic pain for a year experienced an exac-
erbation in pain in the few months before admission.
Pelvic sonography revealed ascites and a solid pelvic
mass measuring 15 cm in diameter (Figure 1), the ori-
gin of which was uncertain. Chest X-ray revealed mild
pleural effusion (Figure 2). The patient underwent lapa-
roscopy due to abdominal pain. A twisted tumor from
the right ovary with a smooth surface was found, with
accumulation of xanthochromatic ascites in the pelvis.
After laparoscopic inspection of the abdominopelvic
cavity and frozen section study of the tumor tissue to
rule out ovarian malignancy, the tumor was removed
vaginally (Figure 3). Grossly, the cut surface of the
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Figure 1. (A) Transvaginal longitudinal ultrasound of the pelvis shows a large, solid, homogeneous hypoechoic mass, about
139 × 97.6 × 65.3 mm in size, with attenuation of the ultrasound beam. (B) Transabdominal transverse ultrasound of the pelvis
shows a large, solid, homogeneous hypoechoic mass, about 81.8 × 57.5 mm in size, and ascites (arrows).
Figure 2. Minimal
pleural effusion, right
costophrenic angle.
tumor demonstrated a whorled, trabecular appear-
ance. The pathology was fibroma of the ovary. Postoper-
ative recovery was unremarkable and the patient was
discharged on the second postoperative day.
Discussion
Meigs syndrome is defined as the association of a be-
nign ovarian tumor with ascites and hydrothorax that
resolves after tumor resection, and was first reported by
Meigs and Cass in 1937 [1,2]. Among ovarian fibromas,
less than 1% undergo malignant transformation [3];
1% of cases are associated with Meigs syndrome. The
definition was later extended to include other ovarian
tumors: theca cell, granulosa cell, and Brenner tumors
[2,4]. Some authors have called this extended syndrome
atypical (pseudo) Meigs syndrome [5,6]. According to
previous reports, ovarian fibroma has been found in
82%, theca cell tumor in 9.4%, granulosa cell tumor in
4.7%, and Brenner tumor in 1.6% of extended Meigs
Figure 3. Resected ovarian fibroma and uterus (lower left por-
tion of figure).
syndrome. The fluid in the chest and abdomen is the
same, and is usually clear, amber-colored transudate.
Pleural effusion is found on the right side in 65% of
cases, on the left in 10%, and bilaterally in 22% [4]. The
cause of the pleural effusion in Meigs syndrome is
lymphatic flow of ascitic fluid across the diaphragmatic
defect, most commonly causing a right side pleural
effusion [4,7]. The chest fluid usually disappears in 3
days to 2 weeks after resection of the ovarian fibroma
[2]. Ultrasonographic findings of Meigs syndrome mimic
an ovarian malignancy, including solid parts in the
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tumor, low vascular resistance (resistance index < 0.4),
and ascites. Ovarian fibroma with Meigs syndrome
mimicking ovarian malignancy can be differentiated
from ovarian malignancy with the assistance of
laparoscopy and intraoperative frozen section study of
the tumor. Once ovarian malignancy is ruled out, ovarian
fibroma can be excised vaginally.
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